RESULTS:
Postoperative pain gradually decreased with time in all patients. No difference in pain scores was found over time at rest or on movement when comparing Intercostal nerve block to placebo or local infiltration to placebo. There was also no statistically significant difference in pain between intercostal nerve block and local infiltration of bupivacaine. All patients can return to normal activities within 48 hours after surgery.
CONCLUSION:
Our study did not demonstrate any statistically significant difference in postoperative pain when comparing those receiving intercostal nerve block versus placebo and those receiving local administered bupivacaine versus placebo. No beneficial effect of reducing postoperative pain demonstrated regardless of the type of local anesthetic used.
Traumatic Cleft Helix of Ear Repair Using Z-Plasty with Criss-Cross Flap
Presenter: Jee Hoon Kim, MD, PhD Affiliation: Dr. Kim Aesthetic Surgery Center, Seoul
INTRODUCTION:
Traumatic cleft ear is the most common secondary deformity of the ear. Among cleft ear, earlobe is most common area for cleft, but cleft helix of the ear is also ordinarily found due to traumatic traction of piercing. Numerous techniques have been introduced to repair cleft earlobe and break the linear scar. [1] [2] [3] However, repair method for cleft helix of the ear is rare, so the author introduces simple repair method using z-plasty with crisscross flap. This method saves soft tissue around cleft, not sacrificing healthy tissue and produces less groove-like scar caused by scar contracture.
METHODS:
Between January 2016 and September 2016, a total of 11 patients presenting helix cleft underwent surgical correction using this z-plasty with criss-cross flap technique. All patients were women and had a traumatic complete cleft helix of ear. Cartilage involvement was found in 3 cases, and the other was just involved in soft tissue. The author first designed criss-cross line on the center of cleft helix, making upper unilateral triangle and lower contralateral triangle with connecting apex of criss-cross line. Under local anesthesia with 2 % lidocaine and epinephrine (1:100,000), incision was done with No.11 blade. Next, upper unilateral triangle and lower contralateral triangle were excised. Remained upper contralateral triangular flap was moved to lower apex of criss-cross and lower contralateral triangular flap was also moved to upper apex of criss-cross. In case of cartilage involvement, the author dissected around cartilage and approximated both cartilage margins with 5-0 Nylon sutures. Subcutaneous closure with 5-0 Vicryl sutures and skin closure with 6-0 Nylon sutures was done. Mild compressive dressings were applied postoperatively.
RESULTS:
The patients have been followed up for a period ranging from 3 months to 9 months after the operation. All patients healed uneventfully, without any complications. The resulting scar was minimal and aesthetically acceptable.
CONCLUSION:
Cleft helix of the ear caused by traumatic traction of piercing is the usual Posters PSTM 2017 Abstract Supplement complication of the ear that requires surgical correction. The author introduces simple method, the z-plasty with criss-cross flap technique, which is aesthetically acceptable, preserves more volume of the helix of the ear, not producing dog ear or heavy scar and is easy to perform.
A New Technique in Correction of Hypoplastic Pixie Earlobe
INTRODUCTION:
Most ear lobules with congenital pixie earlobe deformities are small because of their hypoplastic nature. This small earlobe makes it more looks like a pixie deformity. Ultimately, sufficient 2-dimensional expansion of hypoplastic earlobe camouflage pixie ear. Numerous surgical techniques have been introduced to correct pixie earlobe deformities. [1] [2] [3] However, several of these techniques result in visible scars of the ear lobules and coccyx for demofat harvest as well as not correcting hypoplastic earlobe. We here report a new technique of using a conchal cartilage grafting combined to restore the normal ear lobule contour in patients with hypoplastic pixie earlobe deformities. This new technique results in no visible scar on anterior and inferior aspect of ear and definite enlargement of small earlobe to correct pixie ear.
METHODS:
Between August 2015 and May 2016, 8 ears of 4 patinets were corrected using this technique. 2 patients were women and 2 were men. The operation was performed under local anesthesia. Skin incision on the posterior surface of ear was done until earlobe. We harvested conchal cartilage from posterior incision and bolster suture was done. In the case of multiple pierced lobules, pierced fistulas are excised. A subcutaneous tunnel was made in the lobule through the posterior skin incision line. The prepared cartilage was inserted into the lobule pocket and the imbedded cartilage was immobilized using bolster suture with 5-0 Nylon sutures between anterior and posterior surface of the earlobe.
RESULTS:
All patients healed uneventfully, without any complications. The patients have been followed up for a period ranging from 5 months to 11 months after the operation. We estimated the extended length of the earlobe by measuring the longest distance between the outlines of the preoperative and postoperative ear lobules when the patterns of the contours of preoperative and postoperative ear lobules were overlapped. We found that the mean length of the extended earlobe was 4.2 mm (range, 3-5.5 mm). The final esthetic results were gratifying to the patients, as well as to the surgeon.
CONCLUSION:
Our new technique is a feasible alternative surgical option for the correction of hypoplastic pixie earlobe deformities to avoid visible scarring on the anterior or inferior aspects of the ear lobe. Moreover, this method can sufficiently widen 2-dimensional earlobe surface, compared with complicated dermofat grafting. 4 
